Objective: To review current concepts related to the procedure of tracheal intubation in children.
Introduction

(...) but that life may in a manner of speaking be restored to the animal, an opening must be attempted in the trunk of the arteria aspera, into which a tube of reed or cane should be put; you will then blow into this, so that the lung may rise again and the animal take in the air (...). (Vesalius
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; "arteria aspera" refers to the trachea.)
Tracheal intubation is the placement of a tube into the trachea, whether via the oral or nasal routes. Tracheostomy had been described before the era of Christ by the Greek physician Asclepiades. 2 tracheal intubation was only described centuries later. The first known description was by Andreas Vesalius in 1543, 1, 3 carried out on an animal pneumothorax model. Vesalius can be considered a man who was well ahead of his time, because he had observed the interaction of the cardiorespiratory system. He described how, by rhythmical inflation of the lungs, pulmonary collapse was avoided and, the heart became strong and did not stop.
He even described that these measures could save lives.
However, it was only in 1896 that Trendelenburg 3 performed the first successful tracheal intubation on anesthetized humans. He imagined a tube with an inflatable cuff at the distal end, which would make it possible to seal the airway when introduced via tracheostomy. The development of the 
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laryngeal scopes with different types of blades made it possible to introduce the tube without a tracheostomy. Today many different models and sizes of laryngoscope blades are available for specific uses, including models with fiber optics.
Trachea were intubation is a common procedure in emergency departments, intensive care and operating theatres. However, since it is invasive, it is not free from risks and complications. Airway management is the most essential skill in emergency medicine. 4 For more than 25 years 5 there has been growing concern with making this procedure as rapid and safe as possible.
Anatomical considerations
Knowledge of the airway anatomy is of prime importance to the success of tracheal intubation. Attempting airway access without prior anatomical knowledge can result in serious consequences. The airways of children differ from those of adults and undergo significant changes from birth to school age. Some of these peculiarities 2 are described in The larynx is the route to the trachea, and the hypopharynx is the route to the esophagus. The larynx is the target structure in tracheal intubation (also known as Conical larynx (up until around 10 years of age), in contrast with the cylindrical adult shape The narrowest point of the larynx is in the subglottic area. In adults, this point is in the glottic area. The higher larynx position makes the angle between the base of the tongue and the glottis more acute. It is easier to see the glottis in this situation using straight blades translaryngeal) and can be separated into the supraglottic and subglottic sections, separated by the glottis, where the vocal chords are located. The glottic structure is shown in Figure 1 .
Indications for tracheal intubation
Emergency medicine begins with the airway. 7 In any situation in which it is necessary to maintain a patent and safe airway, tracheal intubation may be indicated. Therefore, tracheal intubation is indicated for those patients who need a patent airway to be maintained and pulmonary ventilation controlled.
The procedure may be of an emergency or an elective Tracheal intubation should always be performed by skilled and experienced personnel.
Physiological effects of tracheal intubation
Tracheal intubation provides an artificial airway which makes pulmonary ventilation possible free from upper airway obstructions. Nevertheless, the tube may create increased airflow resistance. the resistance to airflow in a tubular system is predicted by Poiseuille's law (equation 1).
According to this law, resistance is inversely proportional to the radius to the power of four. Therefore, the airway diameter is reduced by the presence of the tube wall. 
Recognition of the difficult airway
One of the situations most feared by physicians is to be faced with a child requiring ventilatory life support and be unable to achieve successful tracheal intubation after at least The application of this test to pediatrics should be careful, since children's anatomy alters with age and the degree of patient cooperation is unpredictable.
One meta-analysis 16 demonstrated that this modified test had good correlation for predicting difficulties in laryngoscopy and intubation. Nevertheless, it offered limited accuracy for predicting a difficult airway when used in isolation. 
Preparation of the patient and technique
Positioning
Placement of a small cushion under the heads of older children in order to facilitate positioning of the axes (Figure 3 ).
With newborn infants, the cushion under the head is often unnecessary because of the large size of the head, proportionally, where the occiput already raises the level of the head. In these cases, a cushion may be used under the neck and shoulder blades to stabilize the head position.
Intubation
The laryngoscope blade most used in pediatrics is the straight type (Miller). After positioning, the laryngoscope is held in the left hand and the blade introduced laterally at the right side of the mouth, attempting to displace the tongue to the left. The blade is smoothly and lightly pushed along the tongue until the epiglottis can be seen. The blade should overlap the epiglottis in order to view the glottic region ( Figure 3C ). When using a curved blade, the distal extremity is placed between the base of the tongue and the vallecula.
Rapid sequence intubation
The term appeared in anesthesia during the 1980s as an extension of the rapid sequence anesthetic induction. It was observed that the use of pre-medication facilitated the process and made it safer and with a higher rate of success. In 1990, Yamamoto 18 reported successfully using rapid 
25,26
Blind nasotracheal intubation is not recommended with these patients, and the head and neck should always be maintained immobilized in the neutral position, with the aid of an assistant.
Children intubated for upper airway obstruction due to edema, inflammation, trauma or other injuries that occupy space, should, wherever possible, be intubated via the oral endotracheal route, in a supine position or at 30º, performing the maneuver without neuromuscular blocking agents.
Notwithstanding, the ideal conditions would be intubation in an operating theatre, using an anesthetic, with the patient breathing spontaneously, receiving a high concentration of oxygen and in deep anesthesia. In the majority of cases, the endotracheal tube should be 0.5 to 1 mm smaller than that predicted for the age, and there must be no air leakage. If air is leaking past the tube, extubation is indicated.
In children with open injuries to the eyeball who require intubation for associated injuries, the procedure should be performed with the objective of preventing increase in ocular pressure, which could cause extrusion of the vitreous matter and blindness. Intubation should be careful and smooth, using muscle relaxant at taking care not to apply any pressure to the affected eye with the mask. Succinylcholine should not be used, since it is associated with increased intraocular pressure. In general, agents that depress the central nervous system reduce intraocular pressure, with the exception of ketamine. Lidocaine supplements the effect of Helium has a lower density than air, and mixing it with oxygen allows for increased inspiratory flow and reduced resistance.
A report by Otherson, 30 in 1979, suggested that restricting fluids could promote tissue dehydration and facilitate reduction of subglottic edema. Although this strategy is useful for high risk patients, it is not our routine.
The presence of an endotracheal tube can temporarily alter the reflexes of the larynx and the function of vocal chords. The tendency to deglutition of air during periods of respiratory distress can also contribute to an increased risk of vomiting and aspiration. We have maintained patients in fast for 4 to 6 hours prior to extubation and, when necessary, we have emptied stomach contents using a nasogastric tube.
The preparations for extubation also include preparations for possible reintubation, with the medications and materials for that procedure being made available. A small percentage of patients will require reintubation after extubation, and the incidence is greater in cases where intubation was difficult.
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